The 16th century quotation defining the role of a physician also defines the essence of pediatric palliative care. The comprehensive care of children includes therapies when available, pain and symptom management, and compassionate support for children and their families. It is essential to focus not only on the medical management of a child's disease, but also on the spiritual and psychosocial factors that affect a child's suffering. 1 Pediatric palliative care may be needed for a wide range of diseases, which differ from adult diseases in that many are rare and familial. The diagnosis influences the type of care a child and family will need. Four broad groups have been identified:
• Diseases for which curative treatment may be feasible, but may fail (example-cancer);
• Diseases in which premature death is anticipated, but intensive treatment may prolong good quality life (examplescystic fibrosis, HIV infection, and AIDS);
• Progressive diseases for which treatment is exclusively palliative and may extend over many years (examples-Batten disease, mucopolysaccharidoses); and
• Conditions with severe neurological disability that, although not progressive, lead to vulnerability and complications likely to cause premature death (example-severe cerebral palsy).
Like adults, assessing pain control in children is an essential step in developing a plan of treatment. Often, a picture must be established through discussion with the child, if possible, combined with careful observation by parents and staff. Methods of assessing pain in children include: Many of the symptoms that children suffer and the approaches to relieving them have not been formally studied. Until definitive information becomes available, treatment is often based on clinical experience and adapted from general pediatric practice and palliative care of adults.
Often, children find it difficult to take large amounts of drugs, and complex regimens may not be possible. Doses should be calculated according to a child's weight. Oral drugs should be used if possible, and children should be offered the choice between tablets, crushed or whole, and liquids. Long-acting preparations are helpful, reducing the number of tablets needed and simplifying care at home. Routes such as transdermal are highly effective, as reported by Noyes and Irving in this issue of the American Journal of Hospice & Palliative Care. 2 The myths surrounding the undertreatment of pain in children have now been rejected and the following facts established:
• Children's nervous systems do perceive pain;
• Children do experience pain;
• Children do remember pain;
• Children are not more easily addicted to opioids; and
• There is no correct amount of pain or analgesia for a given injury.
Most physicians lack the experience in using opioids in children, which often results in excess caution. The World Health Organization's three-step ladder for pain control is equally relevant to children. Laxatives need to be prescribed regularly with opioids, but children rarely need antiemetics. Itching with opioids in the first few days is quite common in children, unlike adults, and responds to antihistamines if needed. Respiratory depression with opioids used in standard doses is not a problem in children under one year old, but in younger children starting doses should be reduced. 3 Children should not suffer. We have the knowledge to ensure that children receive adequate pain control, from the time they are diagnosed to their death.
Parents' memories of their children should not be marred by memories that they experienced unrelieved pain. 1 
